Eight patients underwent cardiac catheterisation and were operated on as emergency cases. Three of these were in a preterminal condition, four were in respiratory distress, and one was tachypnoeic, but with no distress. In the remaining six patients the indication for surgery was as follows: severe cyanosis in four infants ( Ventilation was with 100% oxygen and anaesthesia was with intravenous neuroleptics and curare. Except for two infants (cases 1 and 3), all patients were extubated at the end of the procedure.
In the first three cases the operative technique differed from the remaining 11 cases. In the first two, a small Tubbs dilator was inserted in the infundibulum about 1-5-2 cm proximal to the valve, and the valvotomy was performed with the dilator. The procedure was traumatic and awkward and this technique has since been abandoned. In the third case, valvotomy was performed with the aid of a mosquito clamp only. It was felt that this procedure was also inadequate, and the procedure was performed as follows in identical fashion in the other patients (fig 1) .
The chest was opened transversely across the sternum. A square pursestring suture was inserted in the infundibulum just below the pulmonary valve. The myocardium was stabbed and a mosquito clamp was inserted with a thrust into the pulmonary artery. Initial dilatation was achieved by opening the mosquito clamp. Biliary dilators up to size 8-9 mm were subsequently inserted into the pulmonary artery. After each dilatation, (beginning with 4 mm) the blood lost (5-8 ml) was replaced as a bolus. In three cases (6, 7, 12 ) manual cardiac massage for 30-40 minutes was necessary. Each of these patients, however, was well enough to be extubated at the end of the operation.
Twelve patients were discharged between five and 10 days after the operation but patients 1 and 3 remained in hospital. There were no major postoperative complications.
Follow-up
The follow-up of the 14 patients was from 12 to 60 months (mean 40 months) (table 2) . Three patients (cases 6, 8, 10) were examined in the early postoperative period and have been lost to subsequent follow-up. However, when last seen, all were in excellent condition. A soft diastolic murmur of pulmonary regurgitation was heard in one of these three (case 6), and a grade 2/6 ejection systolic murmur was heard along the left sternal border in all. The murmur was, however, softer than before operation. In two of the remaining 11 patients (cases 1 and 3) severe right ventricular hypertrophy persisted during the 12 months after operation. These two patients underwent catheterisation and the right ventricular pressures were 100 mmHg and 120 mmHg respectively. They are both doing well five and four years after operation, but are awaiting further surgical treatment.
In the remaining nine cases, there was no electrocardiographic progression but rather a tendency to regression of the right ventricular hypertrophy (fig 2) , and in three patients, a right ventricular hypertrophy (fig 2) , and in three patients, a right ventricular strain pattern which had been present before the operation, disappeared. Each of these patients is in excellent condition. In all patients a systolic murmur usually grade 2/6 and ejection in quality was heard along the left sternal border. In one patient (case 3) a diastolic murmur of pulmonary regurgitation was heard. The electrocardiogram, however, did not reveal signs of volume overload of the right ventricle. There are no signs of congestive cardiac failure in any of the patients.
In patients in whom congestive cardiac failure and cardiomegaly was present before the operation (cases 3, 6, 7, 11) postoperative radiographs usually showed a decrease in cardiac size (fig 3) .
Discussion
Despite the simplicity of the lesion in pulmonary stenosis and of the surgical treatment the operative mortality in the infant group operated on in a hyperbaric chamber, six survived. 3 5 In our opinion, the critical factors contributing to the high survival rate in the present group are as follows: (1) maximum oxygenation during surgery and constant vigorous ventilation with 100% oxygen; (2) treatment of bradycardia by immediate administration of isoprenaline and sodium bicarbonate, and of blood lo-ss by blood replacement by immediate injection via a central venous line; (3) rapid and adequate dilatation of the pulmonary valve, and an adequate operative exposure, without traction on the heart; and (4) earlier operation on patients with critical pulmonary stenosis, but on patients still in good clinical condition.
The incidence of pulmonary regurgitation in the group is also low. In the series of Gersony et al, 3 Mistrot et 
